Based on repeated measurement of health behaviors the CroHort Study showed that health behavior explains a great deal more of class inequalities in mortality than observed in previous studies. These include decreasing prevalence of smoking and increase in obesity, hypertension and diabetes mellitus. The lowest prevalence of health risks was recorded among children and adolescents, followed by general adult population from the CroHort Study. Hospitalized coronary heart disease patients had higher risks prevalence than general population, while the highest prevalence of risks was recorded among patients in cardiac rehabilitation program. The higher levels of stress were associated to lower financial conditions, poorer social functioning and poorer mental health for both men and women. Higher levels of stress were also associated with heart problems, higher alcohol consumption in men while in women stress was associated to poorer general health, higher age and lower levels of education.
Introduction
Lifestyle and health related behaviors are recognized as major determinants of morbidity and mortality worldwide [1] [2] [3] . Concurrently, there is evidence to suggest that the socioeconomic differences in morbidity and mortality have increased [4] [5] [6] [7] [8] [9] [10] [11] . Combinations of potentially modifiable behavioral factors such as smoking, alcohol consumption, dietary patterns, physical activity, and body mass index have been shown to explain 12% to 54% of the socioeconomic differences in mortality [12] [13] [14] [15] [16] [17] .
For almost last 40 years, a fundamental question surrounding the relationship between socioeconomic factors and health status has been: How much of socioeconomic differences and health can be attributed to socioeconomic differences in health behaviors? This Collegium Antropologicum Supplement represents contribution to understanding the determinants of health by providing a better answer than some of previously available about this fundamental issue. This question is important because even though the patterning of a wide variety of health outcomes by socioeconomic status has been demonstrated in numerous studies, well-established behavioral health risk factors, such as smoking, physical activity, dietary patterns, and alcohol consumption, also show a similar socioeconomic gradient. For the most part, after controlling for relevant health behaviors, there is still a significant amount of variation in health outcomes to be explained by socioeconomic factors 11, [14] [15] [16] 18, 19 . Moreover, socioeconomic inequalities in health are not reducible to health behaviors, although these inequalities are part of what creates them.
In most of previously mentioned studies, health behaviors typically have been assessed at only one point in time, assuming implicitly that they remain constant over time. Based on repeated measurement of health behaviors in the Croatian Adult Health Cohort Study (CroHort), Vuleti} and all showed that health behavior explains a great deal more of class inequalities in mortality than observed in previous studies. These include the decreasing prevalence of smoking and a remarkable increase in obesity, hypertension and diabetes mellitus. The lowest prevalence of health risk factors was recorded among children and adolescents, followed by general adult population from the CroHort Study. As expected, hospitalized coronary heart disease patients had higher risk factors prevalence than general population, while the highest prevalence of risk factors was recorded among patients in cardiac rehabilitation program. In our study, we showed that higher levels of stress were associated to lower financial conditions, poorer social functioning and poorer mental health for both men and women. Higher levels of stress were also associated with heart problems and back pain, higher alcohol consumption in men while in women stress was associated to poorer general health, higher age and lower levels of education (Table 1) .
Perhaps even more important, the CroHort study does not suggest that socioeconomic differences in health are reducible to socioeconomic differences in unhealthy behaviors. Accordingly, it would be incorrect to infer that there is no need to be concerned with social and economic justice, only health behavior. CroHort study has been conceptualized as a relatively narrow band of the overall socioeconomic spectrum in Croatian society, and the repeated finding that lower-ranked civil servants experienced poorer health on a wide variety of outcomes indicate that it was possible to simply extrapolate the pattern at both ends of the gradient to individuals with lower or higher socioeconomic status outside of the civil service. By this logic, these findings could be considered a reflection of Croatian society at large. The debate surrounding factors accounting for health status has been characterized as a simplistic matter of the stress of low socioeconomic status vs. behavior as the explanation for socioeconomic inequalities in health 11 . With a broader conceptualization of stress, it is possible to consider both factors as part of the same pathway between relatively low socioeconomic status and health. Unhealthy behaviors are more common among individuals with low socioeconomic status because of the stress of low socioeconomic status 20, 21 . Accordingly, there is a direct causal pathway between low socioeconomic status and poor health as well as an indirect causal pathway through health behavior, which reinforce one another over the lifecourse. That is, the stress pathway is partly a behavioral pathway and unhealthy behaviors are coping mechanisms for the stress of low socioeconomic status. This observation does not dismiss the importance of behavioral risk factors nor suggest that reducing unhealthy behaviors would not be influential on population health. The problem is that traditional individually oriented health behavior education interventions are not very effective, and individuals with low socioeconomic status have been notoriously difficult to reach with such programs 22 .
The inference that should be drawn from CroHort study is that both health behaviors and social and economic determinants of health remain important factors. Moreover, the stress of low relative socioeconomic status vs. health behaviors argument should be considered obsolete. Socioeconomic differences exist for almost every major contemporary and historical cause of morbidity and mortality, suggesting the presence of a common pathway. Moreover, plausible evidence suggests that those pathways are traceable to the development of self-regulation and executive function early in life.
Socioeconomic position with health behaviors and mortality policies and interventions focusing on individual health behaviors has the potential not only to increase the population's health but also to substantially reduce inequalities in health. On the other hand, if health behaviors are socially patterned and determined, for example, by financial actors 14, 16 , the capacity to respond to health education messages 23, 24 , or the environment in which they live 25 , the same policies aimed at improving the population's health may contribute to an increase in social inequalities in health.
Most of the published results of CroHort studies present the status and causes of chronic diseases in Croatia. However, the entire CroHort program, implemented from 2003 to 2011, should be observed also as a kind of public health intervention and evaluation of the existing prevention of chronic, non-communicable diseases. From the management perspective, the project is actually a form of »force field« analysis. On the one side there are »negative« forces that directly cause or contribute to development of chronic non-communicable diseases. On the other side, there are »positive« forces trying to reduce the impact of »negative« force.
Conclusion
This analysis leads to the neglected concept of »Inte-grated Chronic Disease Prevention and Control«, and need to understand chronic disease prevention as a comprehensive public challenge, necessary connected to many social determinants and public service 26 . Thus the results of the project CroHort determined two key generators of successes or failures in the prevention of cardiovascular diseases. The first, set of problems resulting from the overall social environment, values and relationships; and the second, mixture of inefficiency and ineffectiveness of health care system. These findings are part of the general public health knowledge, but they are poorly or not at all incorporated into immediate activities to overcome problems and change the existing situation. Entire set of results, but also the experiences during implementation of the project CroHort suggest that Croatia needed two coordinated strategies for the prevention of cardiovascular diseases. One which would act as a broad social program -for professionals recognized as »primor-dial« prevention; and another, intended for health workers as a program of »capacity building«. The information and communication technology could have a non-neglecting role in both strategies 27, 28 . As the authors sta- 
